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Presiden'-ERNEST FINCH, A.D., M.S., F.R.C.S. [Decemnber 5, 1945] Sense and Sensibility in the Treatment of Cancer PRESIDENT'S ADDRESS By ERNEST FINCH, M.D., M.S., F.R.C.S. IT wvas almost uinnoticed by the medical profession that oIn March 29, 1939, The Cancer A-kct was passed by Parliament. This was described in the preamble is: "An Act to make further provision for the treatment of Cancer, to authorize the MIinister of Health to lend money to the National Radium Trust, to prohibit certain advertisements relating to Cancer and for purpo)ses connected with the matters aforesaid."
Thus another great scourge of humanity became a statutory disease, having been preceded by tuberculosis and venereal disease. With the exception of cardiovascular liseases, cancer is the most frequent cause of death in this coulntrv. the I)ominions ancd United States of America.
In the Bradshaw Lecture given by Sir Alfred Webb-Johnson in Novcmber 1940, which wvas entitled "Pride and Prejudice in the Treatment of Cancer", an attempt was made to steer a course for treatment most advantageous to the patient betweeli the pride of the surgeon and the prejuidice of the radiologist and vice versa.
The treatment of cancer was considered as a radio-surgical problem. It is, however, becoming more than that: as the influence of hormones on malignant growth, both as a causative and therapeutic factor, becomes more understood, endocrinology will play a more and more important part in the treatment. It is perhaps the arbitrary clinical division of cancer into various stages of the disease which has led to the pride of the radiologist and the prejudice of the surgeon. This clinical division has led to the realizat;on that the treatment of each individual case shotuld be carried out on a consultative basis and assessed by the surgeon, radiotherapist, physician and pathologist with the biochemist and biophysicist in the background.
It is by this and this alone that it can be hoped to achieve wvhat in grateful acknowledgment of Sir Alfred Webb-Johnson's happily choseni title might be called Sense and Senisibility in the treatment of cancer.
It is generally admitted that ab9)ut half the patients sufferinfrom canicer need scme form of radiotherapy, which can only be undertaken satisfactorily in special centres, and,. in addition, intensive research must be pursued in every aspect of the cancer problem.
It wvas in order to attain this that the Cancer Act Avas conceived and delivcred. It muLt POW be implemented. The responsibility is placed on the local authorities.
It is obVio)LS that neither the methods of treatment at present available nor the knowledge already accumulated is being used to the best advantage. The number of deaths from cancer is steadily increasing despite the fact that the "cures" are also increasing. The main factors contributing to the failure are:
(1) Earlv diagnosis is not attained. In many instances the gen-eral practitioner can make a diagnosis of cancer with great certaintv, in other cases it needs the opinion of a specialist reinforced by radiological and pathological examination before a possible case of cancer becomes a probable one. In other cases a surgical operation may be necessary before a probable case becomes a proved one. The early s mptoms and signs of which the patient complains are common to malignant and innocent conditions. It follows therefore that any clinic which deals with the diagnosis of cancer (which is the declared purpose of the Act) must be equipped to diagnose non-malignant conditions. There should therefore be no ad hoc canicer diagnostic clinics in a hospital. The patients should pass through the ordinary out-and in-patient channels.
(2) The first treatment given is not always adequate and this is the all-important treatment. Cancer patients should therefore only receive treatment from physicians, surgeons and specialists of the required degree of training and experience, and if the typ)e of cancer falls within an acknowledged specialty then they should be directed to the appropriate specialist, even if it entails referring them to another centre not necessarilv a larger one.
(3) Sufficient use is not made of past experience. This would be rectified if the diagnosis and treatment were under a central (regional) organization with co-operating centres.
The surgery need not be done at the centre but under the criticism of the centre. Treatment should be organized on a consultative plane by regular discussion of cases anid results by all concerned. In this way the "Pride and Prejudice" of those interested would be replaced by "Sense and Sensibility" to the advantage of all, especially the patient. The results of treatment could be sifted scientifically and judged dispassionatelv.
There is no suggestion in the Act of creating "The Cancer Surgeon," but that the treatment should be under an organization which would secure early diagnosis, adequate first treatment, and assessment of results.
How can this be attained-It must be by education both of the community and the medical profession.
MIany will disagree with educating the community, thinking that thereby "cancer-dread neurasthenics" will bc created. The public must know, however, that the only early sigll of a cancer is change in form or function of some organ, and that it is painless in the early stages except in the case of bone. Education of the community has, however, been very successful in the United States and New Zealand. In cancer of the breast the margin between hope and despair is marked by involvement of the axillary glands, not merely clinically but microscopically. On one side of the line there is a 70% to 90%
five-year cure, on the other 30%/ or less.
In 40% of cases the axillary lymph nodes are affected with no clinical evidence of their involvement.
The patient delays asking advice from ignorance, fear, false modesty and gullibility. The Act has provided against the last-mentioned by forbidding the advertisement of "cancer cures".
The medical profession must be educated both in the undergraduate and postgraduate training. Too much stress is laid on the differential diagnosis, and too little on the biopsy results. The arrangement of the cells is the only certain diagnostic test. The present training leads both the undergraduate and postgraduate to believe that a lump in the breast which is not fixed, with no nipple retraction and no palpable axillary glands, is innocent, whereas a biopsy wvould perhaps prove it to be malignant and thus save valuable time, as adequate earlv treatment could be given, and instead of 7,000 women dying each year from cancer, the number might be reduced to 1,000.
The general practitioner is the first line of defence, and must be an integral part of the scheme and kept informed of the work at the centre and the results achieved.
Delav in treatment is due to causes other than the delay in diagnosis. There is delay between seeing the practitioner and the surgeon, either from ignorance or fear. The distance from the hospital need no longer be a cause as the Act provides for travelling exlpenses for the patient anid a companion, but the scarcity of beds is one of the main cauises for delay. Moreover, a case may be put on the wvaiting list as being innocent, and vhen sent for found to be malignant, yet such a case was kept waiting so that obvious cases of malignant disease might be admitted first.
The treatment of the cancer patient does not end with the successful operation. The Act opens up the whole problem of the treatment of the chronic sick, many of wvhom are suffering from cancer. It is necessary that beds be provided for them either in hospitals, hostels, or accommodation in "alms-houses" with adequate nursing and medical attendance.
Also patients in the later stages of the disease should have all the alleviation which modern treatment can afford.
This may mean the surgical relief of pain by operation on nerves, the spinal cord, or amputation.
Centralization of treatment seems to be necessary for the following reasons:
(1) To secure early diagnosis.
(2) To secure adequate first treatment. The advantage of early diagnosis is lost if the first treatment is inadequate, so it should be carried out on a consultative basis.
(3) Radiotherapy apparatus is very expensive and mainly immobile. When such apparatus is installed it must be worked to its fullest capacity. The number of patients must be sufficient to prevent waste.
(4) The records at a centre can be kept properly and analysed by those skilled in dealing with statistics. Moreover all cases must be recorded, whether treated or not. No one individual has had experience in dealing with a sufficient number of cases to formulate any definite opinions. A retiring surgeon has only dealt with a few hundred at the very outside.
(5) Discussion and assessment of results at a centre would lead to clinical research quite apart from the purely scientific research of biophysicists and biochemists.
(6) A staff of expert radiotherapy technicians would be attached to a centre, and would be always increasing their experience by dealing with the special technical difficulties of a whole region.
At the end of the last century radium was discovered and radiotherapy established. In 1929 the National Radium Commission was instituted to control the use of the radium bought as a thankoffering for the recovery of King George V.
The Cancer Act is the logical conclusion of all the research which has taken place into the sensitivity of tissues to radio-activity. The process by which a cancerous change is brought about in tissues must continue to be studied as a necessary prelude to the further means of treatment and prevention of cancer.
Prevention is a public health problem, and will become more so but, as cancer is not notifiable, the incidence of the disease can only be estimated. The problem for the public health authorities now is not only the prevention but the treatment and also the after-care of the incurables. The education of the community should also be their responsibility. What then should be the "lay-out" for a regional organization? -Any scheme must provide for diagnosis, and adequate treatment by any and all means, and it must be such as not only to deal with the primary growth but.all subsequent complications.
Radiotherapy will be concentrated in comparatively few centres: regional (university) and co-operating.
The surgery can be done at more scattered centres but under the criticism of the centre and on a consultative basis. Such centres must be adequately equipped and staffed, hence recognition of hospitals rather than surgeons must be the rule. The anomalous position will arise that a surgeon is recognized as competent to deal with cancer cases at one hospital but not at another, such as a cottage or local hospital.
The surgical treatment should be carried out on a consultative basis with the radiotherapist and pathologist.
It may be that a surgical operation is necessary to determine whether a possible or piobable cancer is a proved one.
The Cancer Act provides not only for the diagnosis and treatment of the proved case of cancer but also for those patients who are suspected of suffering from it, until the condition is proved innocent. This implies the highest histological skill of the pathologists and in order to establish a diagnosis all the resources of a large polyclinic may be necessary. The importance of a correct diagnosis is not only for the patient but for those administering the financial aspect of the Act.
A regional and co-operating centre should cater for a population of between two and four million. This number is necessary to keep the radiotherapeutic centres economically busy.
There should be an autonomous efficiency and sufficiency in all intermediate and district hospitals with a smoothly working two-way traffic system so that the specialist can go to the periphery and the patients pass from the periphery to the centre.
The technique of radiotherapy will be changing much more rapidly than that of surgery.
Who should do the radium implantation? Whoever does it must see that:
(1) The help of the radiotherapist and biophysicist is obtained to plan the position -and extent of the implants.
(2) The implantation is checked by radiology and the field checked.
(3) The doses are recorded in such a way that the radiotherapist, if subsequent treatment is needed, can successfully and safely adjust the dose.
(4) There is a regular follow-up for at least ten years. In addition to having a radiotherapeutic department established at the fully equipped regional (university) and co-operating hospitals, there must also be the closest co-operation between them and the district hospitals where the surgery can be done.
There must be consultative centres scattered over the whole region where the general practitioner can send his patients at specified times and where he can attend and join in the consultation of the surgeon, radiotherapist and pathologist. By this means he would not only give his patient confidence and encouragement but also realize the difficulty in many cases -f making a diagnosis. His interest would be aroused and this would make him a very important factor in the subsequent follow-up. He should receive a financial sanction for his attendance. The Regional Centre should see that all practitioners in the whole region are kept informed of the results achieved.
The proposals of local authorities cannot be standardized, but broad principles will be suggested to them if asked for. Each scheme must be modified by the density of population, transport facilities and type of industry.
The schemes are to be sent in by the local authorities, but the medical profession must play its part.
In the words from the Talmud:
"The day is short and the work is great. It is not incumbent upon thee to complete the work but thou must not therefore cease from it." [Janulary 2, 1946]
DISCUSSION ON ABDOMINAL INCISIONS
Major-General Sir Heneage Ogilvie: My task as opener is merely that of the compere, to make some remarks explaining what the show is about, and to keep the audience quiet while the late-comers are getting into their seats. I will use the Socratic method.
What is an abdominal incision? An incision through the abdominal wall. What then is the abdominial wall? It is the whole edifice that bounds the abdominal cavity, and includes the bony framework, the muscular and aponeurotic walls that enclose it in front and at the sides, the diaphragm that roofs it and the pelvic diaphragm that forms its floor. No consideration of the surgical approach to any abdominal viscus is complete unless we think of it in relation to all these walls, and the value of such three-dimensional thinking has been exemplified during the last few weeks in the discovery by Terence Millin of a new surgical approach to the prostate.
The considerable extension of surgical enterprise that has been made possible by advances in anaesthesia, resuscitation and chemotherapy has encouraged the study of alternative approaches, particularly the trans-diaphragmatic approach to organs in the upper part of the abdominal cavity. I suggest, however, that we should be wise to-day to confine our discussion to methods of approach to the organs lying inside and not behind the coelomic cavity, and to incisions made through the abdominal walls.
